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All symptoms have been slowly progressive although the tremor was temporarily improved by moderate doses of belladonna.
Examination.-No evidence of intellectual deterioration. Speech moderately dysarthric. Slight loss of facial expression. Pupils and ocular movements full. No nystagmus. Rhythmic, coarse, static tremor of head, left shoulder, arm and hand with occasional tremor of right hand. Tremor intensified by emotion but disappears when limb is supported. On voluntary movement this coarse tremor is replaced by a less intense and more rapid intention type of tremor. Posture of hand not typical of Parkinsonism ; no cogwheel phenomenon. All reflexes very brisk, including jaw-jerk. Bilateral extensor plantar responses. No sensory loss. Gait-left arm fixed across body and fails to swing. Mild spastic gait, less apparent when running.
Investigations.-C.S.F. normal. Blood W.R. negative. X-ray of skull normal. E.E.G. normal, including a record taken during sleep after seconal medication.
Discussion.-Dr. Gordon Holmes in 1904 described a series of eight cases which showed a static form of coarse tremor replaced by an intention tremor on voluntary movement. Some of these cases showed evidence of third nerve paralysis and unilateral or bilateral pyramidal signs. The pathological lesion was either vascular or neoplastic in the mid-brain. Dr. Holmes attributed the tremor to involvement of the red nucleus or superior cerebellar peduncle. Kremer, Russell and Smyth in 1947 published a number of cases of a mid-brain syndrome following head injury. Several of these cases showed a mild Parkinsonian facies; in addition dysarthria, ataxia, a static coarse tremor and pyramidal signs were seen in all cases. Evidence of damage to the third nerve was inconstant.
In the present case the mild Parkinsonian features may be accounted for by damage to the substantia nigra, and the tremor to a lesion of the red nucleus or its connexions. The picture shown by this patient is not consistent with a previous attack of encephalitis, nor is there any evidence to suggest a neoplasm. On the other hand the likeliest explanation appears to be trauma resulting from contusion to the mid-brain caused by one or more knockouts.
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Dr. Russell Brain: I have recently seen a very similar syndrome in a professional boxer who exhibited a mixture of torticollis, Parkinsonism and cerebellar ataxia suggesting that the main damage had fallen upon the striatum and upper mid-brain.
Dr. Helen Dimsdale: It is interesting that this patient complained of excessive salivation, a symptom usually associated with encephalitic Parkinsonism.
Multiple Cranial and Peripheral Neuropathy.-REDVERS IRONSIDE, F.R.C.P.
Miss L. D., aged 62. She thinks that her left upper limb has never been so well developed as the right. About eight years ago she noticed that the left half of her tongue was wasted and this has become progressively worse.
One year ago: Diplopia, left-sided ptosis, and a divergent squint. At that time she was found to have a partial third-nerve and a complete sixth-nerve palsy on the left side, with impairment of sensibility to cotton-wool and pin-prick over the first and second divisions of the fifth nerve. Corneal reflex diminished on the left side. Ptosis improved but sensibility on the face has become more affected and now involves all three divisions of the left fifth nerve. The motor division does not appear to be affected. Six months ago: Suddenly developed left foot drop with analgesia to pin-prick and cottonwool over the outer border of the foot and the outer aspect of the left calf.
C.S.F. normal. X-rays skull normal. Blood W.R. negative. Patient has a fibroma over the right lower ribs in front and another on the flexor aspect of the left wrist.
Dr. Ironside drew attention to the length of the history, the presence of fibromata and a developmental anomaly, and commented on the frequency with which cases of multiple neuropathy were found to be due to tumours involving nerves. Vestibular Syndrome with Facial Palsy.-REDVERS IRONSIDE, F.R.C.P.
Mrs. G. B., aged 62. For the past eleven years has had attacks of vertigo, particularly after hot baths. For the last three years the attacks have become more frequent and have lasted as long as twenty-four hours. The present attack commenced four weeks ago with severe vertigo, pain behind the left ear and vomiting. After a few days, left facial paralysis developed with impairment of taste on the anterior two-thirds of the tongue. She has become slightly deaf in the left ear. Ear drums and mastoids normal. C.S.F., on admission, 65 lymphos. per c.mm., and 80 mg. % protein. Cultures sterile. W.R. negative in blood and C.S.F.
Mr. C. S. Hallpike reports a very slight bilateral high-tone deafness. Marked ataxia with tendency to fall to the left. A preponderance of optokinetic nystagmus to the right. Caloric responses show a preponderance to the right with a reduction in the response on the left side.
The facial palsy is improving. There is no impairment of sensibility on the face or diminution of the corneal reflex. C.S.F. examination on 19.4.49 showed 77 lymphocytes per c.mm., 40 mg. % protein. She has at no time shown herpetic vesicles on the skin or in the mouth or nose. (On 9.6.49 C.S.F. analysis had become normal.) Dr. fronside said the case was probably one of a long-standing slowly progressive labyrinthine degeneration. There appeared to have been a recent superimposed infection as evidenced by the rapidly clearing facial palsy and pleocytosis in the C.S.F. There was no evidence that the infection was pyogenic. He had observed other cases of vestibulo-facial syndrome, one with recurrent attacks of vertigo and facial palsy, probably infective in origin.
Dr. Douglas McAlpine:
This would seem to be a case of geniculate herpes sine herpes.
Dr. H. G. Miller suggested that this might be a case of herpes zoster, mentioning similar patients in whom a definite eruption gave a clue to the nature of an encephalomyelitis with cranial nerve lesions. The diagnosis might be clarified by serological tests.
